All inpatients, including both preoperative and postoperative patients, from one general surgical ward who were able to give informed consent were included in the survey, which lasted 10 weeks. Height was measured using a 2 metre wooden rule and body weight was measured on the ward scales. Mid-arm circumference was measured using a linen tape at the midpoint between the acromion and olecranon process on the non-dominant arm. Triceps skinfold thickness was measured in triplicate at the same level using Holtain calipers and the mean value calculated. All anthropometric measurements were performed by one observer. Arm muscle area, arm fat area, and body mass index were calculated using the following equations5:
Anthropometric standards2-5 currently used in the assessment of nutritional status by measurement of height, weight, skin fold thickness, and mid-arm circumference have been taken from healthy populations in various parts of the world and may nutritionally misclassify ill and older European populations.6 7 Similarly, reference ranges for biochemical indices derived from young healthy people may be inappropriate for nutritional assessment of seriously ill patients`0 because serum protein concen- trations, which are often used to assess nutritional status, are influenced by water retention and losses, capillary permeability, the acute phase response, and losses into the gastrointestinal tract and urine. The level of undernutrition found in surgical inpatients has been estimated at between 50% (with a serum albumin concentration less than 35 g/1") and 16%
(with a serum albumin concentration less than 30 g/l 1 2); reduced arm muscle circumference has been reported in between 48% 12 and 30% 13 of patients.
We therefore undertook a nutritional survey of 157 consecutive surgical inpatients to establish values for biochemical and anthropometric nutritional indices in patients in a general surgical ward and to compare the level of undernutrition found by these indices with those found by an experienced clinician" 15 and with the quick nutritional index.' 16 
Material and methods
All inpatients, including both preoperative and postoperative patients, from one general surgical ward who were able to give informed consent were included in the survey, which lasted 10 weeks. Height was measured using a 2 metre wooden rule and body weight was measured on the ward scales. Mid-arm circumference was measured using a linen tape at the midpoint between the acromion and olecranon process on the non-dominant arm. Triceps skinfold thickness was measured in triplicate at the same level using Holtain The clinician and the quick nutritional index classified 16% and 17% of patients, respectively, as undernourished. These percentages were compared with those found by the other methods using values proposed as discriminants of poor nutritional status for serum proteins,' 12 18 for triceps skinfold thickness and arm muscle area,' 18 and body mass index. '9 Clearly, the cut off value chosen influences the numbers of patients identified. A serum albumin concentration of less than 30 g/l, together with a low body Nutritional survey ofpatients in a general surgical ward 805 
